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Legionnaires’ Disease Associated With Potting Soil — 
California, Oregon, and Washington, May-June 2000 


Since Legionnaires’ Disease (LD) was first reported in 1976, outbreaks have been 
associated with airborne transmission of Legionella bacteria through cooling towers, 
showers, and other aerosolizing devices (7). However, most LD cases are sporadic, and 
the source and mode of infection in many cases are unknown. Infections with one spe- 
cies, Legionella longbeachae, have been associated with gardening and use of potting 
soil in Australia and Japan (2,3). This report summarizes the findings of LD investiga- 
tions in California, Oregon, and Washington, that suggest that transmission from potting 
soil has occurred for the first time in the United States, and that active surveillance and 
case finding are warranted to explore this association. 

On June 13, 2000, CDC was alerted by a county health official in Washington of 
L. longbeachae infection in a 46-year-old woman who had been hospitalized with pneu- 
monia. The patient reported that she had been potting plants during the 10 days before 
her symptoms began in May. An isolate from the patient's sputum was sent to CDC for 
species confirmation, and two samples of potting soil and one of compost from the 
original packages obtained from the patient’s residence were sent for analysis. 
L. longbeachae was isolated from one potting soil sample. The compost contained other 
Legionella species but not /ongbeachae. 

In May, two L. longbeachae isolates had been received at CDC from bronchial wash 
samples taken from both a 77-year-old Oregon woman and a 45-year-old California man 
who were both diagnosed with legionellosis. The California patient died and his house 
was Cleaned before an investigation could be undertaken. State and local health officials 
determined that the Oregon patient had been potting plants using commercial potting 
soil mixtures and had been working in a home garden during the 10 days before her 
symptoms began in April. Two potting soil samples taken from her residence were tested 
for Legionella at CDC; one was positive for L. longbeachae. |solates of L. longbeachae 
from the patients and soils will be compared using amplified fragment length polymor 
phism typing. 

Reported by: JS Duchin, MD, J Koehler, DVM, Public Health-Seattle & King County, Seattle; 
JM Kobayashi, MD, State Epidemiologist, Washington State Dept of Health; RM Rakita, MD, 
K Olson, MD, NB Hampson, MD, Virginia Mason Medical Center, Seattle. DN Gilbert, MD, 
JM Jackson, Providence Portland Medical Center, Portland; KR Stefonek, MPH, MA Kohn, MD, 
State Epidemiologist, Oregon Dept of Human Svcs, Health Div. J Rosenberg, MD, D Vugia, MD, 
Acting State Epidemiologist, California Dept of Health Svcs. M Marchione-Mastroianni, CDC 


Foundation, Atlanta, Georgia. Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases, 
National Center for Infectious Diseases; and EIS officers, CDC. 
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Legionnaires’ Disease — Continued 


Editorial Note: The findings in this report illustrate the importance of reporting cases of 
LD to local and state health officials and of culturing patient specimens for Legionella. 
Although urine antigen tests provide rapid and accurate diagnosis of Legionella 
pneumophila serogroup 1, these tests are not sensitive for other serogroups or species 
Microbiologic and epidemiologic investigations are needed to identify less common 
species and may reveal risk factors and novel modes of disease transmission. 

L. pneumophila serogroup 1 accounts for most legionellosis cases in the United States; 
L. longbeachae is reported less frequently. During 1990-1999, 37 cases of 
L. longbeachae were reported to CDC’s Legionella reporting system. It is likely that 
legionellosis is underreported to CDC because of failure to obtain the appropriate diag- 
nostic tests in cases of pneumonia of unknown etiology, difficulty of culturing Legionella 
from clinical specimens, and because legionellosis is not reportable in all states. 

Soil surveys for Legionella have not been conducted in the United States; however, 
in a soil survey in Australia, 33 (73%) of 45 potting soil samples tested positive for 
Legionella; 26 (79%) of the 33 contained longbeachae (4). Nineteen (100%) soil samples 
in Europe and the United Kingdom were negative for L. longbeachae. A survey of 17 soil 
samples in Japan in 1998 yielded 31 different strains of Legionella; eight of the 17 samples 
(47%) contained L. longbeachae (3). 

Health-care providers should report legionellosis cases to local or state health de- 
partments, and state health departments should report legionellosis cases, particularly 
L. longbeachae to CDC. Risk factors and behaviors associated with transmission of 
L. longbeachae are unknown; therefore, to better define the extent of disease, modes of 
transmission, and to develop prevention strategies, CDC urges state health departments 
to send Legionella cultures yielding non-pneumophila isolates to CDC’s Legionella labo 
ratory for speciation, telephone (404) 639-3563. Cases of L. longbeachae infection that 
have occurred during the previous 12 months should be reported to CDC’s National 
Center for Infectious Diseases, Division of Bacterial and Mycotic Diseases, Respiratory 
Diseases Branch, telephone (404) 639-2215. For local and state use, a case report form 
may be obtained from the World-Wide Web, http://www.cdc.gov/ncidod/dbmd/diseaseinfo, 
and faxed to (404) 639-3970. 
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Foodborne Botulism From Eating Home-Pickled Eggs — Illinois, 1997 


During November 1997, the Illinois Department of Public Health was notified by a 
local physician about a possible case of foodborne botulism. This report summarizes the 
case investigation, which impiicated home-pickled eggs as the cause. 

On November 23, 1997, a previously healthy 68-year-old man became nauseated, 
vomited, and complained of abdominal pain. During the next 2 days, he developed diplopia, 
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Foodborne Botulism Continued 


dysarthria, and respiratory impairment, necessitating hospitalization and mechanical 
ventilation. Physical examination confirmed multiple cranial nerve abnormalities, 
including extraocular motor palsy and diffuse flaccid paralysis. Possible botulism was 
diagnosed, and a one-vial dose of trivalent (types A, B, and E) antibotulinum toxin was 
administered. A sample of the patient's serum collected before antitoxin administration 
demonstrated the presence of type B botulinum toxin. A food history revealed no expo 
sures to home-canned products; however, the patient had eaten pickled eggs that he had 
prepared 7 days before onset of illness; gastrointestinal symptoms began 12 hours after 
ingestion. The patient recovered after prolonged supportive care. 

The pickled eggs were prepared using a recipe that consisted of hard-boiled eggs 
commercially prepared beets and hot peppers, and vinegar. The intact hard-boiled eggs 
were peeled and punctured with toothpicks then combined with the other ingredients in 
a glass jar that closed with a metal screw-on lid. The mixture was stored at room 
temperature and occasionally was exposed to sunlight. 

Cultures revealed Clostridium botulinum type B, and type B toxin was detected in 
samples of the pickled egg mixture at CDC’s National Botulism Surveillance and Refer 
ence Laboratory. C. botulinum was cultured from the pickling liquid, beets, and egg yolk 
The concentration of preformed type B toxin was 1000 times greater in the egg yolks 
than in the pickling liquid and was undetected in the beets. Peppers from the original 
commercial container contained no detectable toxin, and bacterial cultures of the 
peppers did not yield C. botulinum. Beets from the original commercial containers were 
not available. The pH of the pickling liquid was 3.5 (i.e., adequate to prevent C. botulinum 
germination and toxin formation. However, the pH of the egg yolk was not determined 
[normal egg yolk pH: 6.8)) 

Reported by: G Rifkin, MD, Rockford Memorial Hospital, Rockford; K Sibounheuang, L Peterson 
Winnebago County Health Dept, Rockford; K Kelly, C Langkop, D Kauerauf, E Groeschel 
B Adam, C Austin, DVM, S Bornstein, MD, Illinois Dept of Public Health. National Botulism 
Surveillance and Reference Laboratory, Foodborne and Diarrheal Diseases Br, Div of Bacterial 
and Mycotic Diseases, National Center for Infectious Diseases; and an EIS Officer, CDC 
Editorial Note: Botulism is a paralytic illness caused by the neurotoxin produced by the 
bacterium C. botulinum. Paralysis first affects the cranial nerves, then the skeletal muscles; 
untreated intoxications can lead to dense flaccid paralysis, respiratory failure, and 
death (7,2). 

Although rare and sporadic, foodborne botulism is a persistent cause of morbidity 
and mortality in the United States. In 1997, an annual survey of state epidemiologists and 
directors of state public health laboratories identified 24 cases of foodborne botulism 
with one associated death (CDC, unpublished data, 1998). During 1989-1998, a median 
of 23 cases (range: 17-42 cases) of foodborne botulism was reported each year with a 
median of one death (range: 0-2 deaths) 

C. botulinum spores are ubiquitous. Safe food preservation methods destroy spores 
or inhibit their germination and growth. Conditions that promote germination and growth 
of C. botulinum spores include absence of oxygen (anaerobic conditions), low acidity (pH 
>4.6), temperatures >39 F [4 C]), and high moisture content. Most foodborne botulism 
cases that occur in the United States are the result of improperly home-canned foods. 
This is the first reported case of botulism related to eating pickled eggs. The amount of 
toxin detected in the recovered egg yolk suggested that bacterial growth was concen 
trated in that portion of the egg. Intact eggs that have been hard-boiled should be free of 
bacteria or spores. Pricking cooked eggs may introduce C. botulinum spores into the 
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yolk. Portions of the yolk that remained anaerobic and inadequately pickled (i.e., not 
acidified to pH <4.6) may have allowed C. botulinum spores to germinate, grow, and 
form toxin. Setting the pickling jar in sunlight provided warmth that facilitated bacterial 
growth and toxin production 

To reduce the risk for botulism when pickling, food items should be washed and 
cooked adequately, and utensils, containers, and other surfaces in contact with food, 
including cutting boards and hands, should be cleaned thoroughly with soap and warm 
water. Containers (e.g., jars and lids) in which pickling will occur should be sterilized (e.g., 
placed in boiling water for the prescribed period published in the container instructions) 
(3). Adequate acidification to a pH <4.6 is essential. Refrigeration at 39 F (4 C) during 
pickling is advisable, especially in foods that may be acidified inadequately such as whole 
eggs. Once opened, any canned or pickled food should be refrigerated. Pricking, poking 
holes, or otherwise handling whole eggs in a manner that might allow spores or bacteria 
into the yolk should be avoided. 

When foodborne botulism is suspected, clinicians and public health investigators 
should inquire about the preparation and eating of foods preserved by any home method 
(e.g., canning, pickling, curing, and fermenting). Persons seeking advice on home-food 
preservation should consult their local county or university cooperative extension ser 
vice, or contact the U.S. Department of Agriculture Food Safety Hotline, telephone (800) 
535-4555. CDC provides epidemiologic consultation and laboratory diagnostic services 
for suspected botulism cases and authorizes release of botulism antitoxin. Through state 
health departments, these services are available 24 hours a day from CDC 
References 
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Notice to Readers 


Recall of Isoniazid Used for 
Antimicrobial Susceptibility Testing for Tuberculosis 


Becton Dickinson Biosciences (Sparks, Maryland) has issued a voluntary recall of a 
lot of isoniazid [INH] (drug lot no. 9335260) used for antimicrobial susceptibility testing 
(AST) of Mycobacterium tuberculosis. The recalled INH lot was sold as components of 
BACTEC™* S.1.R.E. kits (lot nos. 9327296, 9342298, and 9327298) and as individual drug 
for reconstitution (BACTEC™ Isoniazid kit lot no. 9327297) during January 2000—-August 
25, 2000. 


*Use of trade names and commercial sources is for identification only and does not constitute 
endorsement by CDC or the U.S. Department of Health and Human Services 
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Notice to Readers 


Drive Safely Work Week — September 11-15, 2000 


The Network of Employers for Traffic Safety (NETS), a nonprofit organ 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending August 26, 2000, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending August 26, 2000 (34th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending August 26, 2000, and August 28, 1999 (34th Week) 





28,406 


409,447 


1999 





Cum 


Cum 
2000 


NETSS 


Escherichia coli 0157:H7* 








Cum 


Cum 


PHLIS 





44 
.<) 
33 
11 


1999 


2,469 


1999 





Cum 


Cum | 
2000 





be 


rep 
nat 
jenita 


‘ 
nfor 


JnNavaiadie 
rted thr 


»n Systen 


nfectic 


igh 


327 


both tt 


PHLIS 


A 
1e Na 


¥ 


1999 


- T 
S Caused Dy LC. tra ymnatis 
Jated monthly from reports to the Divisior 
vention. L 


of HIV/AIDS Preventior 





ast update July 30, 2000 





Vol. 49 / No. 34 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 26, 2000, and August 28, 1999 (34th Week) 


Hepatitis C Lyme 
Gonorrhea Non-A, Non-B Legionellosis Disease 








Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2000 1999 2000 1999 2000 1999 1999 


9, 13€ 

















x 1 4 BS) 13 2,861 








September 1, 2000 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 26, 2000, and August 28, 1999 (34th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending August 26, 2000, and August 28, 1999 (34th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending August 26, 2000, 
and August 28, 1999 (34th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending August 26, 2000, 
and August 28, 1999 (34th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
August 26, 2000 (34th Week) 





All Causes, By Age (Years) 
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Notices to Readers — Continued 
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Notice to Readers 


Availability of Influenza Pandemic Preparedness Planning FluAid, 2.0 


Influenza pandemics have occurred three times during the 20th century: 1918, 1957, 
and 1968. Experts predict that another influenza pandemic is likely, if not inevitable. 
Prepandemic planning is essential if influenza pandemic-related morbidity, mortality, and 
social disruption are to be minimized. To help state and local public health officials and 
policy makers prepare for the next influenza pandemic, CDC has developed FluAid, 2.0, 
a specialized software that estimates the number of deaths, hospitalizations, and outpa 
tient visits that may occur during the next pandemic. The software also will help planners 
calculate the potential burden of an influenza pandemic on health-care resources (e.g., 
number of hospital beds required and doctors available to see outpatients as a percent 
age of existing capacity). 

Starting September 1, 2000, FluAid, 2.0 will be available from the National Vaccine 
Program Office’s World-Wide Web site, http://www.cdc.gov/od/nvpo/pandemics/. The soft 
ware can be downloaded or can be accessed as an online calculator. A manual is pro 
vided explaining the software, required data inputs, and suggestions for data sources. 
FluAid is in the public domain and available free of charge 
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